A 25-year-old married woman, mother of a single child, presented with abdominal pain of 5 days duration. She had a spontaneous abortion 8 months back, following which she had experienced irregular periods. Clinical examination revealed a moderately built female with a suprapubic mass of 16 weeks gestation size, in the right iliac fossa. Vaginal examination revealed a firm, mobile, nontender, cystic mass in the right adnexa. No features of virilization were seen. Routine laboratory evaluation showed a microcytic hypochromic red cell morphology and low haemoglobin level of 90 g/L (reference; 120-140 g/L). Abdominal ultrasonography revealed a 10 x 8 cms sized, complex, solid to cystic mass in right ovary, which was suggestive of a dermoid. Hypertestosteronaemia of 41.7 ng/mL (reference; less than 2.2 ng/mL) and sex hormone binding protein (SHBP) of 142 nmol/L (reference; 15 to 120 nmol/L) was present. Based on these findings, a provisional diagnosis of an androgen producing ovarian tumour was made.
Per-operative frozen section of the unilateral salpingo-oophorectomy specimen, supplemented with Oil Red O staining, revealed a tumour with tiny cystic spaces which were lined by cuboidal cells and filled with eosinophilic material, which was suggestive of Call-Exner bodies of Granulosa Cell Tumour (GCT) [Table/ Fig-1 ]. Gross evaluation revealed a 9.5x 8 x 1.5 cm solid-cystic ovarian mass with foci of yellowish areas, smooth multilobulated surface, and intact capsule [Table/ Fig-2 ]. Paraffin embedded and haematoxylin-eosin stained tissue sections revealed Sertoli-like cells which were arranged in cords, nests and tubules in a markedly oedematous stroma. These cells were polygonal, with moderate cytoplasm, round to oval nuclei and uniform granular chromatin. Numerous sheets of polygonal cells with abundant granular eosinophilic cytoplasm (Leydig cells) were seen intervening between the Sertoli tubules. Heterologous elements were not seen [ 
DiSCuSSion
Sertoli -Leydig Cell Tumours (SLCTs) of the ovary account for 1% of sex cord stromal tumours of ovary [1] . These tumours are rare in young adults [2, 3] . Earlier, these tumours had terminologies like arrhenoblastomas and androblastomas [3] . The interesting fact is that the Sertoli cells and not the Leydig cells, form the neoplastic component of these tumours [1] .
Pathology Section

ABStRACt
Sertoli Leydig Cell Tumours (SLCTs) are rare, unilateral, sex cord stromal tumours of ovary, which constitute less than 1% of all the ovarian neoplasms. These tumours can be functionally diverse and they may have heterologous elements. We aim to report a case of a 25-yearold woman who presented with suprapubic pain of 5 days duration, a unilateral adnexal mass, hypertestosteronism without virilization. Intraoperative frozen section of the unilateral salpingo-oophorectomy specimen was suggestive of granulosa cell tumour. Histopathological examination, supplemented with alpha-inhibin immunohistochemistry, was diagnostic of Meyer's type II SLCT. Clinical presentation, pathology and the diagnostic pitfalls in the present case have been presented with a brief review of literature.
[table/ Fig-1 The review of literature regarding the clinical presentation, gross and microscopic pathology, management, and outcome of ovarian SLCTs, both in pregnant and non pregnant patients, have been presented in [Table/ Fig-5 ]. Oliva et al., [4] reported a wide age distribution among 54 patients, of which 6 were associated with Peutz-Jeghers syndrome; and 18 of 22 were positive for α-inhibin. One case worsened with splenic metastasis. Young et al., [5] noted unilateral SLCTs in all 13 young pregnant women and recurrences were seen among ruptured ones. Some studies [1] [2] [3] 7] have reported cases which presented with features of virilization and hypertestoteronaemia, that resolved in some women or persisted following surgery. A rare case of bilateral SLCT with peritoneal implants was highlighted by Alam et al., [2] . Heterologous components comprising surface epithelium with serous and mucinous differentiations, mucinous epithelium of gastro-intestinal type were described by others [1, 3, [7] [8] [9] . In comparison, the present case had abdominal pain and swelling for 8 months following an abortion and hypertestoteronaemia without virilization. We presume that the metabolic capability of placenta as well as modulating effect of pregnancy may be the possible explanations for this clinicobiochemical discrepancy seen in our case [9] .
On frozen sections, the presence of microcysts, microfollicle like structures resembling those seen in Call-Exner bodies, trabecular pattern, and nuclear grooves were suggestive of a granulosa cell tumour [1] . The trabecular, pseudopapillary pattern in some foci led to confusion with carcinoid tumour, papillary serous surface epithelial tumour. Ovarian SLCTs can have diverse histomorphological patterns like cords, trabeculae, tubules, diffuse sheets, pseudo papillary fronds and spindled, pseudo-alveolar, lipid rich forms, or retiforms, etc [1, 2] . These diverse patterns, along with frozen section artefacts, may pose diagnostic challenges, especially during intra-operative consultations [8, 9] . These tumours, when they are present during pregnancies, cause diagnostic dilemmas as well as difficulties in their management. However, strong cytoplasmic positivity for α-inhibin IHC in the lesional cells, seen in our case, supplemented with reticulin staining, was consistent with the diagnosis of a SLCT, as well as on ruling out other differentials (negativity for chromogranin and cytokeratin) [1, 4] . Unilateral salpingo-oophorectomy was the treatment of choice without recurrences at 4 months post surgery.
To summarize, we have presented a case of androgen secreting ovarian SLCT with atypical clinical manifestations. In view of the rarity and the diversity of histological manifestations, the diagnosis may be difficult; especially in frozen section set-up. However, correlation with special stains and IHC are quite useful in delineating the true nature of the disease process.
